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SCHEDULE A

Flscal Year . Budget
Total Budget Expenditures

Geperal Adjustments

Additions:

Allccation of Agency 628 .
Mental Hospital Training Fund
Department of Adninlstration -
Depreciation Expense
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Other:
Other:

Subtractions:
Capital Improvements
Capital Outlays
Non-expense Items
Other:
Other:
Other:
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SRS Area Office
Sheltered Living
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Foster Grandparent Program
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Total Salaries and Wages
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